Introduction
Vasectomy is one of the most reliable methods of birth control, but failure to achieve sterility because of spontaneous recanalisation of the vasa is well recognised and has previously been reported to occur after about 0.4-0 50, of operations.1 2 Recanalisation has generally been thought to occur within a few weeks after surgery, and two consecutive analyses of semen showing azoospermia some weeks after surgery are therefore usually required to ensure sterility.3 We report here on six patients in whom recanalisation occurred after zero sperm counts had been recorded at least four months postoperatively. 10' Unilateral recanalisation through scar
Discussion
The overall incidence of early failure (0 4%) at this clinic was comparable with that reported in previous British series.1 2 The incidence of late failure, as defined here, was also similar to that experienced by other centres (table II) , allowing for a minimum follow up of three years. Altogether we could find reports of 11 previous cases of apparent late recanalisation, but in only five were there details of two postoperative analyses showing azoospermia (table III) .5-12
The aetiology of this phenomenon is not known. Early recanalisation is said to be associated with sperm granulomas, which may be asymptomatic.1' These, however, were seen in only two of our six patients and in two of those reported on previously; histological examination otherwise showed the formation of one or more channels through scar tissue.
Although intraluminal diathermy was used in all our patients, the ligation method was probably used in most of the cases previously reported6 -2 and certainly in four cases reported in table II. Moreover, individual technique did not seem to be important as each man in our series had undergone vasectomy by a different surgeon; two of these surgeons had already performed well over 1000 operations. We could therefore find no obvious aspect of technique to explain late recanalisation.
Some of the less well documented cases of recanalisation have occurred up to 10 years after vasectomy. In the absence of any long term follow up studies with regular analyses of semen, it must be assumed that restoration of fertility may occur at any time.
We think that regular sperm counts to avoid late recanalisation being recognised only when a pregnancy occurs should not be undertaken routinely; the laboratory time and expense of these analyses together with the risk of creating unnecessary anxiety among many couples outweigh the possible benefit to a small number, in whom return of fertility might not even be detected in time.
Our six patients came from a population of 14 047 men who underwent vasectomy at one centre before the end of 1980.
Allowing, as seems reasonable from our data, a minimum of three years for the recanalisation to become apparent, this gives an incidence of one in 2300. Other possible estimates of incidence are given in table II. All must, however, be considered to be minimal estimates because, firstly, motile sperm may return to the ejaculate without the man seeking medical advice because no pregnancy follows; secondly, some pregnancies may not be reported to the operating surgeon or centre; and, thirdly-and most relevantly as two zero sperm counts after vasectomy have been widely believed to confirm permanent sterility-once a woman becomes pregnant there is reluctance to perform a sperm count in her partner for fear of precipitating marital breakdown.
Only Esho et al have reported an attempt to collect annual specimens of semen.9 Only 215 out of 1000 men who had undergone vasectomy complied, in three of whom recanalisation was found to have occurred. These limited data suggest that late restoration of fertility could occur in as many as 1 % of patients. The rarity, however, of reported conceptions occurring after vasectomy brings such a high incidence into question. A reevaluation of this work is required, and, pending more data, our preferred estimate would be roughly one in 2000.
The important practical conclusions from this information are that, firstly, the rare possibility of late failure of vasectomy should be taken into account during preoperative counselling and in the wording of letters confirming the achievement of sterility (though it should be emphasised that abstinence remains the only method of birth control that is more effective than vasectomy judged to be successful by two zero sperm counts); and, secondly, if the partner of a man who has undergone vasectomy becomes pregnant a semen analysis should be performed before it is assumed that the fertile sperm came from another source.
